Routine testing of all donor blood for the hepatitis B antigen (HBAg) has undoubtedly reduced the frequency of posttransfusion hepatitis, but such screening has created a new problem. What should be done for blood donors found to be HBAg-positive, and indeed for all such asymptomatic and apparently healthy individuals picked up in the course of routine screening procedures ? Their precise number in Britain today is not known. The prevalence of HBAg is low in the western hemisphere, and figures obtained in blood donors may be somewhat higher than in the general population. Nevertheless, even a conservative overall estimate of 0-1% means more than 10,000 such people in Britain alone. Moreover, important contributions to this reservoir of HBAg now be given to the baby after delivery, though antigenaemia and clinical evidence of hepatitis occur less commonly when the mother is a true carrier than if acute hepatitis B has occurred during the last trimester. Similarly, in adults the risks of exposure may also be greater in contacts of carriers with liver disease than in contacts of healthy carriers.8
It is within the hospital that the chances of cross-infection are greatest, particularly in the areas of blood transfusion and renal medicine. All personnel concerned must be screened at regular intervals for the antigen. Staff members found to be positive will have to be found other work, and HBAg-positive haemodialysis patients treated either at home or in one of the special isolation units that have been set up. Such precautions are already paying dividends in the reduction of serious epidemics of acute hepatitis B in renal dialysis units and in creating fewer new carriers. 
Respiratory Distress Syndrome in the Newborn
Respiratory distress syndrome (R.D.S.) is the major cause of death in infants with a gestational age of less than 37 weeksl and occurs in 10% of all preterm deliveries,2 with a mortality of around 50%. Treatment still consists in maintaiqing the infant alive and without damage until the lung changes have resolved. Nevertheless much progress has been made during the last few years. In 1971 Gluck and his colleagues3 showed that the lecithin: sphingomyelin ratio in the liquor could be used to predict the maturity of the lung in terms of its ability to produce surfactant material; without surfactant material the infant will develop R.D.S. However Condorelli et al.4 have shown that in sheep phospholipids can reach the amniotic fluid via extrapulmonary routes such as the fetal serum and urine. Reliable results with the ratio depend on careful handling ofthe specimen, attention to technical details, and an awareness that as little as 3-6 ml of whole blood or 0-36g of meconium (not enough to produce visible staining) per 100 ml ofamniotic fluid will affect the result.5
Gluck and his group have also found that certain maternal conditions can influence the ratio. An increase in the lecithin: sphingomyelin ratio indicating accelerated maturation is associated with chronic toxaemia, hypertensive renal disease, hypertensive cardiac disease, sickle cell disease, narcotic addiction, severe diabetes with vascular complications, circumvallate placenta, chronic retroplacental bleeding, and non-specific placental insufficiency. Conversely there is a retardation in the ratio in diabetes without vascular complications, chronic non-hypertensive glomerulonephritis, hydrops fetalis, and in the smaller of non-parasitic monochorionic twins, while in diabetes mellitus and severe rhesus disease7 8 there is a high incidence of anomalous results associated sometimes with the development of R.D.S. (or a condition indistinguishable from it) in spite of a normal ratio.
Rupture of the membranes for longer than 72 hours causes the ratio to rise9 and Bauer et al.°0 found a decreased incidence of R.D.S. after rupture of the membranes for longer than 16 hours. These results have an important bearing on the management of rupture of the membranes before term, since serial estimations of the ratio can be made and delivery can be delayed until it has risen to a safe level; below 36 weeks the risk to the infant from R.D.S. is almost certainly greater than the risk from infection due to delay in delivery. In conditions such as placental insufficiency, moderately severe toxaemia, diabetes mellitus, and some cases of placenta praevia, where delivery before term is necessary but it is not an emergency, serial estimation of the ratio by amniocentesis can be used to determine when it is safe to effect delivery.
The obstetrician can make important contributions to the avoidance of R.D.S. Liggins" showed that treatment of the motherwith betamethasone for 24 hours before delivery reduced the risk of R.D.S., and Spellacy12 found a significant increase in the lecithin: sphingomyelin ratio after two weeks treatment with dexamethasone. Conduct of the preterm labour and delivery is important since intrapartum hypoxia (as shown by abnormal fetal heart rate patterns) is associated with an increased incidence of R.D.S.13 Nevertheless preterm delivery will continue to occur as a result of a spontaneous onset of labour, or when delivery is urgently indicated, as in eclampsia, severe toxaemia, antepartum haemorrhage, or placental abruption. Each N.H.S. area should surely come to an agreement that women in premature labour should be transferred for delivery to a unit fully equipped to deal with R.D.S. of all degrees of severity; infants with R.D.S. do not travel well.
The management of the infant with R.D.S. has been subject to many fancies and fallacies. Hypothermia and acidosis will interfere with the synthesis ofsurfactant material in the lung,14 and further deterioration can be prevented by treating the metabolic acidosis'5 which inevitably accompanies intrapartum hypoxia or prolonged apnoea after delivery. Prompt resuscitation and the avoidance of cooling are therefore essential in the treatment of the infant already severely ill at delivery. Postnatal treatment of R.D.S. with corticosteroids has no obvious benefit. '6 17 There has been much controversy over the use ofmechanical ventilation in R.D.S.; results have been difficult to assess because centres have used different criteria for starting ventilation and have used ventilators with different characteristics. Reynolds and Taghizadeh. have recently analysed their results at University College Hospital, London, over two three-year periods in which the infants treated were comparable. In 1967-69 they used very high peak airway pressures (35-60 cm water) and rapid respiration rates (60-80/minute) but were often unable to achieve adequate oxygenation. In 1970-72 they used a "square-wave" pressure system with a high inspiratory: expiratory ratio (> 1:1) and positive end-expiratory pressure to prevent alveolar collapse. Adequate oxygenation could be obtained using these methods with lower peak airway pressures, slower respiration rates, and a lower oxygen concentration in the inspired air. The overall survival rate for all cases of R.D.S. was 55% in the first period and 63% in the second period; of those mechanically ventilated the survival rates were 15% and 44% respectively. They attributed the improved survival to a reduction in bronchopulmonary dysplasia.
Gregory's paper18 on continuous positive airway pressure (C.P.A.P.) appeared in 1971 and the U.C.H. group started to use C.P.A.P. about halfway through its second period, but only for weaning ofinfants offthe ventilator. Since 1971 the Gregory
